Introduction
While many Canadians experience positive mental health, important inequities persist and, in some areas, are increasing. 1 Evidence shows that some population groups are at a higher risk of poor mental health due to social, material and economic circumstances; such as experiences of everyday discrimination or food insecurity. 2 Indigenous youth, sexual and gender minority youth are among those who experience rates of high mental distress. 3, 4 By targeting life conditions that can be harmful to mental health, it is possible to improve wellbeing for everyone, while benefiting the most vulnerable. This can be seen in the housing sector where investments to provide secure permanent shelter to low-income individuals can be life-changing for homeless youth, who suffer high rates of poor mental health. 5 Health equity in our context is defined as "the absence of avoidable or modifiable differences in health among populations or groups defined socially, economically, or geographically. These measurable health differences arise from underlying levels of social advantage/disadvantage, show a consistent pattern across the population, and are considered to be unfair." 6 Poor mental health can affect any individual or family. However, the path to recovery is, in part, influenced by the life course; from early childhood through to the elder years. 7 Exposure to trauma can lead to different outcomes, depending on an individual's life skills and social supports. These conditions shape one's ability to cope with life's stressful events. 8 According to the Canadian chronic disease surveillance statistics, more than one in ten individuals are affected by a mood or anxiety disorder in Canada, representing nearly three-quarters of the population that uses health services for a mental illness annually. 9 Of the 4000 deaths by suicide each year in Canada, more than 90 percent of individuals were experiencing a mental illness or mental health problem. 10 Suicide is the second leading cause of
Highlights
• The majority of equity-focused interventions identified in this review did not use validated methods to evaluate effectiveness.
• There appears to be a trade-off between social innovation to advance mental health equity and the quality of evidence produced.
• Consequently, many examples of culturally-and contextually-relevant mental health interventions that aim to address equity continue to go unreported or undetected.
• The authors propose three ways to rectify these evidence gaps.
can reduce or remove systemic and structural barriers to mental health equity.
Methods
As part of its efforts to promote evidenceinformed decision making, the Public Health Agency of Canada (PHAC) launched the Canadian Best Practices Portal (the Portal) in 2008, a searchable database of population health interventions that have been assessed as meeting specific criteria for either "promising practices" or "best practices," or "Aboriginal Ways Tried and True (WTT)."
This article describes work undertaken in 2015 to identify mental health interventions on the Portal that were equityfocused in both design and impact, building on earlier efforts that focused on healthy weights.
14 All mental health interventions that met the equity criteria were also rated using the detailed assessment tool developed for the Portal. 14 This rating tool assesses interventions within three broad domains: impact, adaptability and quality of evidence. Only those mental health interventions that scored as a 'promising practice' or 'best practice' on the rating scale, or met the criteria for Aboriginal Ways Tried and True, qualified for inclusion in our review. Most interventions were excluded because they did not meet the minimum score for quality of evidence.
In addition, specific criteria were used in order for interventions to be designated as equity-focussed. Interventions were required to: 1) report positive outcomes specifically for people living in conditions of disadvantage (these outcomes may or may not be compared to people living in more advantaged conditions); and either 2) explicitly target people living in conditions of disadvantage or 3) include activities that are focussed on specific health equity goals (e.g., that address the disproportionate exposure to health-damaging factors).
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Results
The review began with the 113 mental health interventions originally posted on the Portal. Of these, only 11 met the health equity criteria (after satisfying the new best practice or promising practice criteria). An external search saw eight additional interventions pass basic screening criteria for mental health promotion.
However, of these, only two met the criteria for health equity focus, resulting in a combined total of 13 interventions. A sample of 5 interventions that met the minimum evidence standards, as well as health equity criteria, is presented in Table 1 .
Mental health interventions that qualified for inclusion often aimed at individual or family-level behaviour change. A few targeted school culture, an area that has grown exponentially yet produced few rigorous studies. One exception, a housing intervention (Housing, Insulation and Health Study), produced evidence of positive impacts on overall wellbeing, by targeting changes to the physical environment ( Table 1 ). The same study found that better insulated homes produced significant improvements to social and emotional functioning, in addition to higher scores for physical health, compared to the control group. People in the intervention group also saw a significant improvement in measures of vitality, happiness and general health scores compared with the control group. Such examples offer much-needed evidence of how changes to the physical environment (investing midto upstream) can produce positive and lasting mental health impacts. We might not have anticipated the psychosocial benefits to improving indoor housing quality. However, this finding should not be overlooked given the potential to impact mental health for Canadians living in substandard housing, many of whom face multiple systemic barriers to experiencing positive mental health.
These five examples may also serve to illustrate another important finding. Studies that aim to address equity as a primary objective tend to focus downstream, by aiming to improve the coping skills and social supports of vulnerable individuals. There would appear to be a trade-off between the equity focus of the intervention and quality of evidence available. The housing study is a noteworthy exception. While explicit in its aim to benefit people living in conditions of disadvantage, the study also makes the link between substandard housing and psychosocial wellbeing. This revelation was not an intended focus of the study, but rather a by-product of the strength of the instrument used to measure change.
Discussion
The purpose of this project was to identify interventions that showed strong evidence of positive impacts on population mental health in general, and on health equity in particular. We share some observations as to why so few mental health promotion interventions met the criteria for inclusion and propose ways to rectify these evidence gaps.
The first observation is that several interventions did not explicitly target health inequity in either their implementation activities, the measurement of their impacts, or both. These interventions could not be considered equity-focused even though a number of them showed potential benefits to vulnerable populations. There is a need for interventions to make health equity explicit from the outset.
For example, one promising intervention targeted potential high-school dropouts to evaluate the efficacy of a suicide prevention approach known as CAST (Coping and Support Training). The study reported positive outcomes for vulnerable adolescents who received the intervention (compared with usual-care), and included strategies to reduce disproportionate exposure to health-damaging factors -such as suicide ideation and drug involvement. However, it did not qualify as equityfocussed. 20 The reasons for this are several. While explicitly aimed at vulnerable youthusing 'potential high school dropout' as a marker for suicide risk -the study did not directly address underlying conditions of dis/advantage. While data such as age, sex, and racial identity were collected (for the purpose of random sampling), the study could have explored the possible interactions and contextual factors related to risk of high school dropout or suicide. The study presented sex-associated differences in intervention outcomes as part of reporting on the results. However, these subanalyses were not part of an intentional equity analysis objective. 21 From a suicide prevention perspective, the CAST protocol showed good promise among high-school age youth. From an equity perspective, the study may have also impacted the life chances of vulnerable youth by increasing the probability of high school graduation. However, the intervention could have more explicitly recognized high-school dropout as a 'condition of disadvantage,' given the option to explore the (indirect) benefits of highschool retention was available.
This evaluation study may serve as a case example to demonstrate the difference that incorporating equity as an explicit consideration can make; not only to the field of implementation science, but also to the efficacy of mental health interventions.
The second observation is that while many interventions did include a specific focus on health equity, the methods used to evaluate their impacts failed to meet accepted standards of rigour and replicability. For example, interventions received low "quality of evidence" scores when they did not report the actual size and demographic break-down of the sample participating in an intervention, or when a comparable 'control group' was left out. Low scores also resulted when interventions did not include objective or validated outcome measures or did not follow an adequate number of participants over time. Interventions must include descriptive baseline data and consider the use of comparable control groups (where possible) to improve the validity of their findings.
The tension between standards of evidence in the health sciences, and the evidence that can be gleaned from natural or social experiments, is not new. 22 Efforts to reconcile this discrepancy show a general tendency toward controlled interventions. 23 As a result, it was more difficult to include mental health interventions that were aimed at intervening at multiple levels or at influencing health outcomes indirectly (through changes in the built environment, for example). The further 'upstream' the intervention, the more difficult to control for a single variable or to define and follow a 'control group'. Human environments are fluid and multidimensional, making it more challenging, though not impossible, to meet a standard 14 Funding agencies and the recipients of funding are now experimenting with appropriate ways to capture evidence of impacts on equity so that we may learn from existing examples of innovation.
For example, contextual factors (such as leadership and readiness for change) are often integral to the effectiveness of population-level mental health interventions. The need for fidelity requires intervention researchers to adopt validated scales to monitor and measure change. However, a diversity of validated instruments is needed to study the impacts of interventions on complex phenomena such as mental health, so that the evidence produced is considered reliable and the associated interventions, largely replicable.
In 2016, PHAC published Toward Health Equity: A Practice Tool to more broadly encourage health equity in public health practice. This detailed diagram and companion document provides guidance on how to think about health equity, both in the design and implementation of population health interventions.
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Conclusion
The purpose of this review was to provide examples of well-designed and implemented population mental health interventions to improve health equity. Although few examples were found, we propose that by adopting three evidencebased methods consistently, implementers of social experiments and other complex interventions can enhance the validity of their findings and, ultimately, their capacity to contribute to this important field.
